In follow up research we recently discovered that several of the surplus hemodynamic energy (SHE) values used in our manuscript ''Continuous and Pulsatile Pediatric Ventricular Assist Device Hemodynamics with a Viscoelastic Blood Model'' were not correctly calculated. SHE (ergs/cm 2 ) (Eq. 1) is the extra energy generated from a flow pulsation and is defined as the difference between the energy equivalent pressure (EEP, mmHg) (Eq. 2) and the time-averaged pressure (TAP, mmHg) (Eq. 3):
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where Q is the flow rate (L/min), p is the boundary pressure (mmHg) and T is the length of the cardiac cycle (s). While the correct boundary pressures and TAPs were used in all simulations, the flow rate used in the calculation of EEP for the pulsatile (Case 2) and continuous (Case 3) flow cases at all three pediatric hematocrits (20, 40 and 60%), however, was incorrect and overestimated the true EEP and resultant SHE for these simulations. With respect to the healthy flow (Case 1), all TAP, EEP, and SHE values were calculated correctly.
To assess the impact of this error, the authors recalculated the EEP and SHE, for Cases 2 and 3 for all three blood hematocrits ( Figure 1 compares the original and corrected percent differences in SHE from the healthy aortic flow (Case 1) due to pulsatile and continuous bypass. Originally, for pulsatile PVAD flow, the decreases in SHE were 4, 9, 9, and 6% at the great vessels and aortic outlet, but are corrected to 21, 26, 26, and 22%, respectively. For continuous PVAD flow, the decreases in SHE were 84, 85, 84, and 82%, at the great vessels and aortic outlet, but are corrected to 133, 133, 132, and 131%, respectively. Additionally, since all of the original pulsatile and continuous flow SHE values were calculated using the same incorrect flowrate, the percent differences between the 20 and 60% hematocrit models (original Fig. 6 ), remained unchanged when using the corrected flowrate.
All SHE values originally reported were on the same order of magnitude as a previous study by Yang et al. in a pediatric aorta with a Newtonian blood model. The pulsatile SHEs ranged from 1% lower at the brachiocephalic artery to 18% lower at the descending aorta compared to Yang et al., 1 while the continuous SHEs ranged from 43% higher at the brachiocephalic artery to 75% higher at the descending aorta. Since this study was the first of its kind to examine PVAD flow pulsatility using a viscoelastic blood model, the expected differences in pulsatility compared to Yang's Newtonian blood model simulations were initially unclear. The corrected SHE values are still on the same order of magnitude but now range from 20% lower at the brachiocephalic artery to 18% lower at the descending aorta compared to Yang et al., 1 while the continuous SHEs ranged from 34% lower at the brachiocephalic artery to 3% higher at the descending aorta.
Overall, the same trends are seen with greater pulsatility at all outlets with pulsatile support compared to continuous support but with both cases of PVAD support leading to significant reductions in pulsatility compared to the healthy case. However, with the corrected SHE values, the pulsatility losses are even more significant for both pulsatile and continuous PVAD support than previously reported. The same conclusions with regards to the benefits of pulsatile over 
